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Fig. 1. Venographic picture of recurrent varicose veins 
caused by neoangiogenesis. 
Several useful characteristics ofthis procedure were stressed, 
such as the prevention of traumatic complications ofstrip- 
ping (e.g., hemorrhage and injury of the saphenous nerve) 
and the preservation of the saphenous vein trunk for its 
possible future use as an arterial substitute inaortocoronary 
bypass or femoropopliteal or femorodistal bypass. Addi- 
tionally, Fligelstone t al. reported good results in 87% of 
their cases. Although there is a growing interest in this 
technique, there are also some questions. The usefulness of
the saphenous vein trunk in a varicose limb as an autologous 
graft is questionable. It is true that the saphenous vein trunk 
does not become varicose frequently, but it cannot be 
considered normal because of its structural changes, which 
can often cause bypass failure. 3Therefore, the use of an 
altered saphenous vein trunk as a graft is not prudent. 
Regarding the outcome of ligation, the results as reported 
by Fligelstone et al. do not agree with the experience of 
Jakobsen, 4 who found worse long-term results with this 
technique than with stripping (65.5% vs 89.8%). Also , 
ligation can be followed by thrombosis of the saphenous 
vein, as Fligelstone t al. reported in 12 of their 72 cases. 
Another factor that can compromise the long-term results 
of this technique isneoangiogenesis. Neoangiogenesis i  a 
biologic process that consists of the development of a new 
connection between the residual venous trunk and the 
common femoral vein through several new vessels, s This 
process i  responsible for recurrent varicose veins with groin 
venous reflux and can be detected by using ultrasound and 
venographic examination (Fig. 1). In our experience, 
neoangiogenesis occurred after stripping involving a re- 
sidual venous vessel, or after a high ligation involving the 
saphenous trunk. Surprisingly, this evolutive phenomenon 
is ignored by authors who support he ligation technique, 
including Fligelstone et al. We hope that more attention will 
be given to this possible cause of recurrent varicose veins. In 
addition, we think that neoangiogenesis must be regarded 
as a cause of ligation failure. Before this technique is 
validated, it should be evaluated further. 
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New nomenclature for femoral vessels 
To the Editors: 
The purpose of this communication is to call attention 
to a relatively common clinical problem with nomenclature 
of the femoral blood vessels and to suggest anew nomen- 
clature. The problem was clearly highlighted in a recent 
report by Bundens and associates, 1 who warned that the 
diagnosis of thrombophlebitis in the "superficial" femoral 
vein may be erroneously interpreted as superficial throm- 
bophlebitis rather than deep venous thrombophlebitis. We 
have observed that same misinterpretation f results of 
venous duplex scanning on numerous occasions, despite 
mention in the conclusion that deep venous thrombosis 
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exists. The report also disclosed that 76% of the primary care 
physicians polled were not aware that he superficial femoral 
vein represents a deep venous tructure.l,2 
As pointed out by Bundens and associates, parts of the 
femoral vessels are named in three different ways, and all of 
the names are in use among anatomists and clinicians, al- 
though to varying extents. 1 In Nomina Anatomica (where 
terms for anatomical structures are established), the femoral 
vein or artery is not differentiated. 3 Some clinicians, espe- 
cially surgeons, use terms defined by Billings as early as 
1890, which divides the femoral vessels into common, su- 
perficial, and deep .4 As surgery on these vessels has evolved, 
the terms common, superficial, and deep for both the femo- 
ral arteries and veins have become xtremely useful. The 
anatomy alone justifies the recognition ofthe three separate 
components, and the pathophysiology of vascular disease 
makes distinction imperative. But by anatomical definition, 
the term "superficial" refers to structures superficial to the 
deep fascia. Application of the term "superficial" to part of 
the femoral vein is not only incorrect by standard anatomical 
nomenclature, but can lead to misinterpretation.1 
The third nomenclature forthe femoral vein also divides 
the vein into three parts--common femoral, deep femoral 
(corresponding to the profunda femoral), and femoral. In 
the survey of Bundens and associates, 1 as many as 39% of 
respondents would accept this nomenclature as a good 
alternative. It must be pointed out, however, that the term 
"deep femoral" vein suggests there is a "superficial femo- 
ral" vein. In our view, this does not follow the standard 
method of anatomical nomenclature. 
We propose that the three segments of the femoral 
vessels (artery and vein) be named common femoral, inter- 
nal femoral and external femoral (Fig. 1). This pattern 
conforms to standard anatomical nomenclature and is 
similar to the terminology for the lilac vessels as common, 
internal, and external. Common femoral corresponds to 
that part of the vessel from the inguinal ligament to where 
it gives off the profunda femoris. The profunda femoris is 
the internal femoral, and the continuation of the femoral 
through the adductor canal to the adductor hiatus is the 
external femoral. This nomenclature is more appropriate 
for another eason: the internal femoral not only is more 
deeply located but also it is the principal vessel that supplies 
femoral structures, and the external femoral (like the 
external iliac) is primarily a vessel for supply of regions 
beyond the femur. 
The names of branches or tributaries of the segments of 
these vessels and the variations of such as established by the 
Nomina Anatomica re unchanged, and anatomists would 
find rationale in using and teaching the terms. Most 
importantly, the nomenclature would fulfill clinical needs. 
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Fig. 1. Proposed terminology for femoral artery, with 
other currently used terms in parentheses. The common 
femoral (femoral) artery extends from inguinal ligament for 
about 4 cm and then divides into internal femoral (pro- 
funda) and external femoral (superficial). 
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